killing operation. He had had to reopen only in one case which had been operated on nine years previously. Here he found an enormous frontal sinus, but the whole thing resolved itself shortly, and he found that the two frontal sinuses communicated by an opening between them, and the original operated sinus had become re-epithelialized from the opposite one and had then been reinfected from it. The frontal duct from the original operated sinus was completely closed. That was the only case which he had ever had to reopen.
prior to operation, had an obviously and grossly infected ethmoid. Following operation on the frontal sinus the ethmoid had cleared up. He would suggest that in many of these cases the ethmoid was not the key to the condition. It might be that the frontal infection was responsible for the ethmoiditis.
The President had expressed a sense of disappointment in frontal sinus procedures. The speaker suggested that a trial of this operation would not lead to disappointment, as the fact remained that the operation was successful and the patient who had a chronic frontal sinusitis did not get any more frontal headaches after operation. The results were to be judged by the relief to the patient rather than by the X-ray appearances. He thought it would be found that the operation was really of very great value. [March 2, 1951] DISCUSSION ON THE -VALUE OF BIOPSY IN -DIAGNOSIS AND TREATMENT OF DISEASES OF THE NOSE' AND THROAT Mr. V. E. Negus; The reason for suggesting this discussion was the observation that some cases of malignant disease are allowed to progress to an advanced stage without proper treatment because the pathologist failed to discover malignant changes in a fragment of tissue submitted to him. This delay in diagnosis is no fault of the pathologist, since he can do no more than report on what he sees. It is the fault of the clinician, who allows his clinical judgment, in the presence of obvious positive evidence, to be overruled by a negative pathological report.
It seems to be the opinion of many that microscopical examination is an exact science, and that a pathological report reveals the truth; such is not my experience, since it is quite possible to find the pathologist mistaken.
The report on a fragment of tissue appears to be a matter of personal judgment; and it sometimes occurs that two or more experts disagree in their diagnosis. The question must be decided also as to when biopsy is desirable; there are occasions on which it is unnecessary and others on which it might be harmful. Illustrations of these various difficulties will be given later.
Another aspect concerns precancerous conditions. My colleague, Professor H. A. Magnus, supports me in the view that it is only as the result of prolonged clinical experience that a simple pathological process can be considered as likely to be followed by malignant changes; it is impossible, in the absence of this knowledge, for the pathologist to describe a piece of tissue as precancerous on microscopical evidence alone.
On the asset side, there is, in a great majority of cases, agreement between the clinical and microscopical diagnosis, with great benefit in deciding on treatment that is often radical and frequently mutilating.
There are other cases where the clinician is proved to be mistaken in his diagnosis, and where biopsy, by determining the correct nature of the disease, prevents incorrect treatment and points the way to the required ,measures. Microscopical examination is also often extremely useful in determining the degree of malignancy of a carcinoma.
These considerations lead me to the conclusion that the help of the pathologist is of the greatest value, but that it must not be looked on as invariably required nor as infallible.
I propose to refer to a number of experiences on which these conclusions have been based. Incorrect pathological report not accepted.-I had referred to me a young woman from whose larynx a piece taken had been reported as carcinomatous. I was asked to arrange for total laryngectomy without more ado. The examination of the patient, of the wrong sex and age for carcinoma, showed simple multiple papillomata.
A lady was sent home from Shanghai because biopsy revealed carcinomatous changes on one vocal fold; she had mild hyperkeratosis.
On the other hand a woman, whose biopsy was reported as innocent, had an obvious carcinoma, which required laryngectomy.
I was asked to reserve a bed for a man of 46 coming home from Buenos Aires with reputed carcinoma of the larynx, said to require total laryngectomy. He had tuberculosis and recovered after treatment in a sanatorium.
Recently 1 have seen a man aged 43 with hoarseness of some years' duration. Bilateral hypertrophic infiltration of the posterior region of his glottic margins had been diagnosed, on a majority report of several pathologists, as carcinomatous. Eecause of the diffusion of the infiltration he was treated with deep X-ray therapy, but without much effect; laryngectomy was then advised. He had pachydermia and gradually improved on medical treatment and vocal rest. The observation that carcinoma does not commence in the posterior region of the glottis contradicted the indeterminate pathological report. Incorrect pathological report accepted with wrong clinical diagnosis.-An elderly woman had an unusual projecting ulcerated mass in the subglottic region, causing obstruction sufficient to require tracheostomy. Her Wassermann reaction was positive but the lesion did not respond to treatment and was thought to be non-syphilitic. The microscopical diagnosis was adenocarcinoma and therefore an Hautant-Ombredanne operation was performed, after discussion and agreement with the pathologist. Sections of the excised area showed the lesion to be gummatous.
An elderly woman with high fever, foetid sputum and loss of weight due to obstruction of the right main bronchus was found to have diffuse infiltration, clinically and microscopically of carcinomatous nature. The agreed diagnosis was incorrect, for she lived in good health for many years, after no more than partial removal of the apparently malignant growth.
Pathological report ignored, or considered unnecessary, on clinical evidence.-It is well known that hyperkeratosis of the vocal folds-with the exception of that form which affects the vocal processes of the arytenoid cartilages, known as pachydermia laryngis-may progress to malignant infiltration, sometimes after the lapse of years. Rapid increase of hoarseness, obviously rapid increase of the hypertrophic process and sometimes lagging of the vocal fold, give warning of commencing deep spread through the basement membrane. In two or three such cases I have removed the affected vocal fold through the laryngofissure route, even with a biopsy report of simple hyperkeratosis only. I have not been disturbed by the report that no malignant changes were found in the area removed. In others, too widespread and unsuitable for local removal, I have empl6yed irradiation by the interstitial method. I do not believe in external irradiation, through the intact cartilages, of tissues which are mainly hypertrophied, but not actively malignant.
The knowledge derived from biopsy that a considerable proportion of cells are of simple hypertrophic nature is naturally of great assistance in deciding on treatment. Inconclusive pathological report confusing or delaying correct treatment.-The most adverse influence of biopsy is, in my opinion, the undue delay of treatment obviously required on clinical evidence. I refer particularly to intrinsic cancer of the larynx, in cases where disease has been allowed to progress to a stage beyond the scope of limited treatment. An example of this is the case of a man originally seen elsewhere with a lirmited lesion, who has later developed stridor and dyspnoea, and shows a widely infiltrated larynx, with partial or complete fixation of one side. Laryngectomy is then the only practicable form of treatment, and even with this radical operation the prognosis may be poor. This is an experience of the result of previous inconclusive biopsy that has happened on several occasions and one which is most unfortunate.
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Progressive infiltration of the anterior or middle region of the margins of the glottis, especially with limitation of movement, occurring in an elderly or old man, can scircey be due to any disease except cancer.
The delay is not the fault of the pathologist, who can only report on what is submitted to him. Hyperkeratosis c4n start in the phaiynx and in the l4riform fossa. I have treated such a condition by radical excision through the lateral pharyngeal route, even in the absence of microscopical evidence of malignancy.
Clinical diagnosis confirmed by biopsy.-Hyperkeratosis of the larynx can be considered as simple when the progress of hoarseness is slow, when local removal of tissue is not followed by rapid recurrence and when satisfactory biopsy tissue shows regular differentiated cells, not breaking through the basement membrane. Confirmation of clinical judgment is of great help. In one case, on the other hand, it was possible to find malignant infiltration in one of three pieces taken for section from an elderly actor suffering from keratosis and leukoplakia of twenty years' standing; his malignant disease was cured by interstitial irradiation.
In one instance a woman with dysphagia, whose cricopharyngeal sphincter I had examined over a period of years, with the finding of mild inflammatory changes only, showed rapid progression of symptoms and signs; biopsy revealed malignant infiltration and confirmed the necessity for radical excision.
I should not hesitate, however, in such a case to perform a radical operation on clinical evidence alone, even with a negative pathological report.
I had under my care a woman with hoarseness diagnosed as due to tuberculous laryngitis; doubt was cast on the correctness of this opinion, with the suggestion that the condition might be malignant. Biopsy showed tuberculous appearances.
Instances might be multiplied indefinitely of this agreement between clinical diagnosis and microscopical findings.
In the cesophagus, as well as in the larynx, numerous instances might be quoted of confirmation of the naked-eye diagnosis. One man, who came back from Italy with a verdict of malignancy, based on radiological evidence, was found on cesophagoscopy to have simple inflammatory changes, and this was confirmed by the pathologist.
Peptic ulceration at the lower end of the cesophagus has led to similar primary mistakes, with correction by subsequent direct examination, with biopsy if necessary.
Inconclusive clinical diagnosis clarified by biopsy.-A man of advanced age, with granulations around a tooth socket, apparently simple, was shown by microscopical examination to have an adamantinoma, which required radical treatment.
On two occasions simple fibromata of the pharynx, arising from the wall of the pyriform fossa, were proved, on section, to have malignant changes at the base, necessitating radical excision by lateral pharyngotomy, with cure.
Partial obliteration of the maxillary or ethmoidal sinuses has in certain instances required microscopical examination to confirm the diagnosis of focal osteitis fibrosa or leontiasis ossea.
Report of precancerous condition.-References have been made to hyperkeratosis of the larynx and to chronic hypopharyngitis, where experience shows that malignant changes are likely to follow a simple inflammatory process. But on more than one occasion I have seen the report of a pathologist as to precancerous changes in other conditions; in mv opinion such a report is unjiustified and misleading. I was consulted by a lady with simple nasal polypi associated with infection of the maxillary sinus. There was nothing confusing about the condition, but unfortunately some polypi had been reported elsewhere as precancerous; luckily it was possible to avoid drastic treatment for what proved to be a simple condition.
Biopsy correct with wrong clinical diagnosis.-Malignant disease of the sinuses is generally easy to diagnose. I have, however, on one occasion commenced a radical operation and then, being in some doubt, have waited for a pathological report before proceeding; in the case referred to the condition was syphilitic.
A woman with ulceration of the tonsil was thought to suffer from Vincent's angina; biopsy showed a round-celled sarcoma. 
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In some cases of hyperkeratosis biopsy has not been considered necessary. One such lady, referred to me for removal of a vocal fold, recovered perfectly on medical treatment alone; and others I have treated, either by operation or irradiation, on clinical evidence only.
I have seen a man with diffuse swelling of the margins of the glottis diagnosed elsewhere as keratosis and papilloma, whom I considered to be suffering from endothelial reticulosis. I referred him for teleradium treatment, on clinical evidence alone.
Growths of the tonsil, whether lympho-epithelioma, sarcoma or carcinoma can generally be treated without preliminary biopsy. I have, however, on one occasion, carried out block dissection of the neck for glands secondary to what appeared to be squamous-celled carcinoma. Subsequent biopsy showed diffuse lymphosarcoma, proving the surgical treatment to have been useless.
In the palate malignant growths, whether preceded by Bowen's disease or not, can usually be diagnosed correctly by naked-eye inspection.
Grading of degree of malignancy.-Although the fallacies of grading are well known, yet there are occasions where considerable help is obtained, both as regards treatment and prognosis.
Thus a carcinoma of the larynx, in a middle-aged man, was shown to be of Grade IV, and irradiation was therefore advised.
In another case reports varied from simple hypertrophy to carcinoma of Grade 11 or III, later thought to be Grade IV and eventually described as Grade II on examination of the excised larynx.
On the other side, the finding of a majority of highly differentiated cells makes one feel that distant irradiation is unsuitable and suggests the desirability of surgical removal or interstitial irradiation.
Conclusion.-This discussion is not intended to disparage microscopical reports, but suggests caution in diagnosis. Without considering biopsy as infallible and as the deciding factor in every case, yet the wise clinician will obtain most valuable assistance from the co-operation of the pathologist, if the report of the latter be discussed in relation to the characteristics of the individual case, and taken as one piece of evidence, usually confirming, but seldom refuting, obvious clinical appearances.
It is my practice to carry out direct examination in all cases where indirect inspection is inconclusive and when doing so to remove a piece for section; in the majority of cases much useful information is obtained thereby.
Professor H. A. Magnus: The performance of a biopsy is often a difficult task, particularly, of course, in the case of the nose and larynx, and it should never be left to a more junior and less skilled member of the team if the best results are to be obtained.
Having got our piece of tissue may I emphasize that it is essential for the tissue to be immediately and adequately fixed in 5 % saline-formaldehyde. Not uncommonly, if the case being dealt with is something unusual, the surgeon feels that the pathologist may like to use some special fixative. Usually one of two things then happens-the piece of tissue is put on a gauze swab and may reach the laboratory hours later having dried to the consistency of leather or it is put into normal saline where disintegration occurs in a few hours. The tissue should either be sent to the laboratory immediately or the pathologist should have been consulted beforehand as to the type of fixative to use.
The smallness of the pieces of tissue with which the pathologist is dealing makes them difficult to handle during the preparation of a paraffin section, particularly at the stage of embedding in wax. It is not possible as a rule to know which way round the tissue should lie and this results in the production, in the section, of artefacts, which cause much trouble to the less experienced observer. Tangential cutting of hyperplastic epithelium may produce a picture highly suggestive of malignant infiltration, and I would say that this artefact alone accounts for a large number of those cases mistakenly diagnosed as carcinoma.
In a modern laboratory, with aids such as the autotechnicon, the chances of small pieces of tissue being muddled are very small indeed but there is always the human element and there can be no guarantee that they cannot occur. The pathologist always has to bear this in mind and if the appearances in the section are unexpected have a check as to the possibility of a mistake. From the clinician's point of view, when a malignant growth is strongly suspected but the biopsy report is negative, the biopsy should be repeated. Similarly if the result of a biopsy is quite unexpected and does not fit in with the clinical picture the report should be torn up and the biopsy repeated for a mistake might have occurred somewhere along the line from the theatre to the microscope. I do feel that the modem practice of blindly following a laboratory report cannot be too strongly deprecated.
There are two points particularly applicable to diseases of the nose and throat. The first is the grading of squamous-celled carcinomas of the larynx because it would appear that it is upon this grading that a decision is frequently made as to whether the treatment should be 1026 Proceedings of the Royal Society of Medicine 22 surgery or radiotherapy. The classification most commonly used is that of Broders. No one has any difficulty in placing a carcnmoma in Grade I or in Grade IV, but opinions may vary widely as to which fall into. Grade TI and which into Grade III. The pathologist and the surgeon should work c1qsely together in this matter so that the surgeon knows exactly what the pathologist meansbly' the gradings he uses.
Secondly in some of the less common tumours ofthe nose and throat-say a rapidly growing sarcoma of the tonsil-there is a tendency to give X-ray treatment first and then do a biopsy later. This is presumably because of the possible risks of performing a biopsy. From the pathologist's point of view there is no course of treatment he could hate more. The histology of these tumours is often extremely difficult and to superimpose all the changes that follow deep X-ray therapy produces a pathologist's nightmare and often makes accurate diagnosis impossible.
What are the contra-indications to biopsy? Apart from the possible risk of haemorrhage the objection that dies hard is that incision of a malignant tumour stimulates local growth and that the trauma incident to incision stimulates the dissemination of cancer cells and thereby increases the incidence of distant metastases. No evidence has been produced by experimental work on animals to support the hypothesis that incision of a malignant growth increases the incidence of metastases. The only procedure which would appear to do this is prolonged massage of the growth. Numerous large groups of statistics on human cases are now available showing no higher incidence of metastases in those cases of cancer which have been submitted to biopsy. There does not appear, therefore, to be any evidence to support the objection to biopsy in malignant disease. It may be that there is a local stimulation of growth following biopsy incision but surely this is of no consequence if, within two or three days, treatment by surgery or radiotherapy is carried out.
In this most difficult field of work the pathologist must be put in possession of all the facts of the case, and the surgeon must know just how much he can rely on the pathologist's opinion.
Dr. H. A. Lucas: Within the last three years at the Institute of Laryngology and Otology we have seen a series of 22 cases of growths arising from ciliated columnar epithelium which in some cases ran a benign course, but in others were malignant. This was only 1X5 % of the material which had been sent for section, thus the incidence was not very high. The cases presented as nasal polypi, causing unilateral nasal obstruction, and frequently with Section of Laryngology 1027 a nasal discharge. (Illustrative slides were shown.) The first showed the typical epithelial change described by Ringertz as cylindrical. The change extended into the crypts and mucous glands (Fig. 1) .
Infolding of the epithelium converts the polypi into an almost solid growth, at this stage there is no infiltration (Fig. 2) . These slides were from adjacent fields of a growth typical of what Ringertz described as "solid cylindrical-celled carcinoma". Fig. 3 shows squamouscell carcinoma.
These cases were of two types. One which progressed without showing any invasiveness, and if removed at that juncture, so far as was known at present, all was well, but recurrence was likely. In the second there might be evidence of squamous metaplasia taking place, and they might become squamous epithelioma. In the original series of 27 cases which were published and followed up over the course of ten years 4 showed recurrence only, 4 showed metastases only, and 4 showed both recurrence and metastases.
In his cases extending over a period of only three years one case which showed squamous metaplasia was going downhill with clinical metastases. These cases from a pathologist's point of view-were very difficult to evaluate, but they illustrated all the problems under discussion. Dr. I. Friedmann said that he was very interested in the cases in which Mr. Negus relied solely on the clinical findings. There were cases, however, when both surgeon and pathologist would agree on the importance of the microscopical confirmation of the clinical diagnosis yet a suitable biopsy specimen could not be obtained. He has found that in similar and other cases the method of exfoliative cytology (Papanicolaou, Dudgeon and Wrigley) could be applied to good advantage. He based his opinion on the study of the Papanicolaou technique in 300 cases of suspected malignancy of the throat, nose and ear, and presented lantern slides of the various types of cells encountered. There were false negative (2 7 %) and false positive (3 3 %) reports in this series. Despite this the method was, in his experience, of definite value as an aid in the diagnosis of tumours of the upper respiratory tract.
Professor B. W. Windeyer said that he felt that some patients would have effective treatment at an earlier stage if more people were biopsy-minded. One saw too many patients whose proper treatment had been delayed because some diagnosis, such as syphilis or traumatic ulceration, had been made and no biopsy had been taken.
Biopsy was of special value to the radiotherapist because the method of treatment often depended on the histological diagnosis. Radiotherapy was a damaging agent and one needed to be very careful of the diagnosis before embarking on a course of such treatment. It was essential to know if one was dealing with recurrence or with necrosis, a differentiation which may be impossible on clinical grounds. Finally, biopsy was of value for record and statistical purposes and for the later assessment of cases and results. He thought that it was necessary to bear in mind always that histological reports based on biopsy material were an aid to diagnosis which were dependent upon opinion and that their value was just as closely related to the experience and quality of the histologists as the factors in clinical diagnosis and treatment were related to the quality and experience of the clinician.
It had been found that the reliability of biopsies was definitely related to the experience of the man who took them. A completely unrepresentative piece of tissue might be submitted for examJination in cases where one was wondering whether one was dealing after radiotherapy with recurrence or necrosis or perhaps both. In such cases, it may be necessary to submit several pieces of tissue from various parts of the lesion and one or two negative reports as to the presence of neoplasm should not be taken as confirming the absence of recurrence.
It was a mistake to attempt to obtain too much information from biopsy. Attempts to use biopsy material to assess radioactivity might sometimes be misleading. It was not possible always to decide on the viability of carcinoma cells still present a short time after irradiation.
The report from a biopsy is only one of the important factors in diagnosis. Its importance may be greatly increased if it is the opinion of a trusted colleague.
As to pre-biopsy irradiation to diminish the theoretical risk of disseminating the neoplasm by the trauma of biopsy, he agreed with Professor Magnus that trauma by way of pressure was probably the most potent means of disseminating carcinoma and wondered whether more harm was not done in carcinoma of the breast by frequent-examination and palpation than by biopsy. He agreed that there appeared to be little risk in taking a biopsy from an ulcerated lesion of the mouth or throat subject as it was to frequent movement and minor trauma. There were, however, some rapidly growing anaplastic growths such as lymphosarcoma or lympho-epithelioma which were liable to early metastasis. He felt that the trauma of biopsy might be a factor in disseminating such lesions, as for instance in a case of malignant melanoma.
Pre-biopsy irradiation might be a possible safeguard in the case of anaplastic tumours of the tonsil and pharynx. Though such irradiation with rapid disintegration of the tumour frequently made it difficult for histological diagnosis yet the rapidity of response tended to confirm the diagnosis. If there were any advantage to the patient in the procedure, the subsequent difficulties of histological diagnosis were of minor importance.
The President said that there was a tendency amongst the younger workers to demand from biopsy examinations a forecast of the behaviour of notoriously capricious cells. Decisions must obviously be based on both histology and experienced clinical observation, for the pathologists themselves did not look upon the histological method alone as conclusive. Mr. Negus, in his descriptions of anomalous cases in his practice, echoed the experiences of many laryngologists and made clear the occasional difficulties in deciding type and time of treatment.
Professor Victor Lambert asked Mr. Negus what he considered to be the best way of getting a biopsy from a non-ulcerating tumour of the tonsil. Did he advocate a surgical removal of the tonsil, followed by an examination of the whole mass, and did he regard this as a dangerous procedure from the point of view of dissemination of a growth? In his (Professor Lambert's) experience, micropathology of the tonsil was extremely difficult and small specimens added to this difficulty.
Mr. R. D. Owen said that chronic squamous hyperplastic changes could be particularly difficult when such a picture appeared in the larynx. He asked Professor Magnus if it were possible that when a fairly large piece has been removed for biopsy, the free periphery of that piece could show actual malignant changes, and the area adjacent to the pedicle be non-malignant?
The speaker had seen such a pedunculated mass arising from the posterior part of the ventricular band, causing a stridor. The whole leaf-like mass was sent for biopsy and later returned as malignant. The patient was kept under observation and remained symptom-free for fourteen years, with nothing more done than the simple removal of the pedunculated mass.
The other problem was chronic hypopharyngitis. A direct oesophagoscopy could show clinically malignant changes, and a biopsy could be returned as squamous carcinoma. In one such case, however, where a gastrostomy was performed, a direct cesophagoscopy two months later showed a healedlumen and a simple stricture 3 inches below the cricoid.
Professor F. C. Ormerod said that the disinclination to do a biopsy was possibly due to the fear that the procedure would result in dissemination of the growth. This was the reason why some surgeons preferred to give irradiation before doing a biopsy, but the histology might be so altered by irradiation that it would be difficult to make a diagnosis. In cases of doubt more than one biopsy should be done. Less harm might be done by an additional biopsy than by treatment on an unconfirmed diagnosis. It was his practice to examine both the patients and the histological sections with Dr. Lucas and Dr. Friedmann. This cooperation, which was really essential, greatly increased the value of the pathological investigation.
Mr. Donald Watson was of opinion that a biopsy should not be done in certain cases of intrinsic carcinoma of the larynx. In a carcinoma to be treated by radiotherapy he did not think it a proper thing to make a biopsy if the patient's livelihood depended on the voice.
Mr. Munro Black said that Professor Windeyer had summarized the reasons for taking a biopsy and one was the question of establishing a diagnosis. In some cases that was essential, butif the diagnosis was already established and the treatment arising therefrom was established also, they need not-worry aboutA biopsy, even though a biopsy might be advisable for record purposes. If the treatment was going to be by surgery the taking of a biopsy obviously did not signify because they were going to get a pathological examination in any case.
If they missed malignancy they would lose their patient, but if they made a mistake and treated a simple lesion as if it were a malignant disease they would not lose the patient's life; that meant that the clinician had to accept the entire clinical responsibility for these cases.
Mr. R. Scott Stevenson referred to the medico-legal aspect of taking a biopsy. Litigation against surgeons was becoming more and more common, and the recent Whiteford case would be in the minds of many. In 1948 Mr. Justice Birkett awarded heavy damages against a well-known surgeon, but the Court of Appeal next year reversed this judgment, and gave the patient leave to appeal to the House of Lords. The surgeon gave evidence that his 1028 924 25 Section of Laryngology 1029 action (in not taking a biopsy specimen) conformed to approved practice, and was supported to this effect by two eminent surgeons. The House of Lords in November 1950 dismissed the patient's appeal, but on the ground that biopsy had not been carried out because a specimen could have been taken only with a special type of cystoscope which was very rare in England at the time of the operation (1942) and was not possessed by the surgeon'. That was the unanimous decision of the highest legal tribunal in England and would not, he thought, leave the laryngologist who omitted to take a biopsy specimen in a casewhich appeared clinically malignant, in a very happy position if an action were brought against him. He personally considered that the most important factor was the surgeon's clinical judgment, to which a biopsy was merely supplementary, but apparently the judges did not agree.
Mr. F. McGuckin said in any conflict of opinion the clinician must have the final responsibility.
Mr. Negus, replying, said that he did not hold with Mr. Scott Stevenson in his views on the indications for biopsy.
Mr. Scott Stevenson said that it was not his personal view, but that of the judges in the highest courts.
Mr. Negus said that if a case came into court on this point he would be prepared to be examined on it and he hoped he would be able to convince the judge that any judgment of the kind Mr. Scott Stevenson had quoted was entirely wrong. He had seen cases where he might have done a great injury to the patient if he had followed up some piece of evidence which did not fit in with clinical judgment. He was not deprecating the value of biopsy, far from it. He thought his colleagues from King's College Hospital would support him in this point of view. In some cases he had ignored the report, nor was he influenced by the criticism of having on occasion operated on a patient without performing a biopsy. He felt that it had, in certain cases, been the correct course to relieve the patient of a condition which, in his opinion, as a clinician, was likely to become malignant.
His argument was that they must not be overruled by biopsy. Let this procedure be put in its right place. He entirely disagreed with any suggestion that biopsy must always be carried out and must be the final criterion as to the treatment to be employed.
As for the tonsil, his experience was that once or twice he had removed the whole tonsil, but in the majority of cases, when it was quite easy to take a wedge out of the growth with the scalpel, this should be done. Professor Magnus, also in reply, said that he had had no personal experience of such cases as mentioned by Dr. Lucas, but he had had nothing like Dr. Lucas's experience, as all nasal polypi were not routinely sectioned in his hospital.
With regard to Dr. Friedmann's remarks, he himself would never feel able to make a diagnosis of cancer from the appearances of a single cell. He thought that for an opinion to be of any use it must be based on a very long experience of the method Dr. Friedmann had described.
A very important point was made by Mr Owen, but one would have to see the sections. If one saw squamous hyperplasia did the pathologist err on the side of safety and say "cancer"? If he did he was a bad pathologist: he should say in such a case "There is squamous hyperplasia but I can see no evidence of cancer. You should repeat the biopsy".
So often the answer depended on which piece of tissue was taken for section.
The President, in closing the discussion, said that he thought the feeling of the Section was definitely that there was no obligation to take a biopsy but that it was a reasonable procedure in suitable cases. It should be supplemented by the surgeon's clinical judgment and by any other ancillary methods he thought right to employ. [May 4, 1951] PRESENTATION OF PORTRAIT OF SIR MORELL MACKENZIE Dr. Irwin Moore presented to the Section a portrait of Sir Morell Mackenzie, the Father of British Laryngology, who died in 1892 at the early age of 55. For many years the portrait was in the possession of Morell Mackenzie's daughter, Mrs. Theodore McKenna. It had been painted two years before his death by Sidney Starr, a Victorian painter of considerable repute, and was shown at the Royal Academy in 1891.
